operates in unilateral haemorrhage, namely, that the tension of the affected eye is lower than that of the other? It would be a useful investigation if, in the future when we find haemorrhages or exudates, or both, in one eye only, we were to take the tension of both eyes with a tonometer.
We ophthalmic surgeons are quite familiar with retinal hawmorrhages occurring when the tension of the eye is lowered; it is an unfortunate accident which may occur in doing an iridectomy for glaucoma, or extracting a cataract, but we have always assumed in these cases that the vessels were diseased.
Dr. Batty Shaw has very rightly hinted that the thickening of the middle coat and of the intima strengthens the vessels, and we have sufficient evidence to show that this thickening or sclerosis is inflammatory in origin and is only followed by degenerative changes if the blood supply is deficient. Both the openers of this discussion have suggested that the haemorrhages do not come from ruptured vessels. Dr. Batty Shaw suggests that a haemorrhage may be of the nature of a leakage from the capillaries; this would seem to be confirmed certainly in those cases in which small hwmorrhages are unaccompanied by any retinitis, and which disappear without leaving any trace, and appear to be unassociated with anly constitutional disease. Such cases, I take it, constitute an example of the first stage which, if allowed to continue, may develop into so-called " arterio-sclerotic retinitis," which itself, if allowed to continue, or if the toxins are increasing, may lead to renal disease, and so eventually to the final stage of "renal retinitis." Dr. W. N. GOLDSCHMIDT.
The success of any attempt to divide up cases of retinitis into those due to renal " mischief " and those due to other disorders depends partly on the decision as to what symptoms and signs, apart from retinitis, justify the labelling of a case as "renal." The following record illustrates the difficulty of this problem.
It is of interest from the point of view of the relationship between the symptoms and signs of " parenchymatous nephritis " and the condition actually found in the kidneys, both during the disease and at the post-mortem examination. The effect of decapsulation and other remedies is also discussed. On January 28, 1922, a man aged 42 was admitted to hospital complaining of swelling of his legs for seven weeks and of his "stomach" and back for six weeks.
Additional symptoms were very troublesome, viz., flatulence, shortness of breath on exertion and occasional headaches. The only serious illness from which he had suffered was a febrile attack (" influenza ") in Egypt in 1918. There was no venereal history. Condition on examination: There were great pallor and marked oedema of legs, abdomen and back, and also ascites. The cardio-vascular system showed no abnormalities, though the heart sounds were very faintly heard. The systolic blood-pressure was 132 mm. In the respiratory system there was evidence of some pleural effusion at both bases, especially the right. The tongue was furred, the tonsils rather injected and the gums showed pyorrhcea. The abdomen was distended, not only by fluid but by mneteorism as well, especially in its upper part. He complained of a dull pain all over his abdomen and great flatulence after meals. Urine: About 200 c.c. were passed in twenty-four hours, specific gravity 1030, brown in colour, acid, and containing about 2 per cent. of albumin: microscopic examination showed red blood cells and numerous granular, hyaline and epithelial casts: the urea-concentration by MacLean's test was nearly normal, averaging 1'7 per cent. The blood-urea was within normal limaits (33 mg. per 100 c.c.) . The Wassermann reaction was negative. The fundi, examined ten days after admission, were normal. Treatment at first consisted of rest in bed, salt-free diet and a diuretic imiixture containing potass. acetat., tr. scillw, sp. aether. nit. and succ. scoparii. In four days the quantity of urine passed in twenty-four hours rose to 660 c.c. On the sixth day hot-air baths once daily were used, but no satisfactory perspiration was produced. The bowels were also very obstinate, and large doses of jalap, given with hot water, were required to achieve any result. On the tenth day, urea (1 dr.) was given four times a day for a few days, without any effect on diuresis, and then diuretin (20 gr. t.d.s.), but with no result: the urine continued to average about 500 c.c. daily. He was drinking fairly freely, but little fluid was excreted, either by the skin or by the bowels. The flatulence was very troublesoml-e, and had to be relieved by hot applications and carminatives.
Since no progress was being miiade by the aid of medicinal and dietetic measures, and since the history was comparatively short, it was decided that the effect should be tried of decapsulating a kidney. Accordingly three weeks after adimission his right kidney was dealt with in this way by Mr. Gwynne Williams. One kidney only (the right) was operated upon to begin with, in order to watch the result. The kidney was found to be of normal size and colour: a slit was made in the capsule (which was not tense) and a small piece of kidney substance was removed for examination: the capsule was then separated from the kidney all round. The peritoneal cavity was opened and 2 to 3 pints of ascitic fluid allowed to escape: this was milky and opalescent froin the presence of lecithin-globulin (Dr. AMackenzie Wallis). The intestines were pale but there was no visible peritonitis.
Four days later the urine had risen to 900 c.c., and the aedeina was rather less: ten days after the operation it rose suddenly to 1,200 c.c. (albuniin, 0-36 per cent.), but wvithin four days it dropped as quickly to 600 c.c. Urea was now again tried and pushed in doses of 15 grm. t.d.s. except when the patient was sick; the urine now increased within eighteen days to 1,600 c.c. in twenty-four hours and then averaged 1,200 c.c. for about twelve days. The general condition of the patient was, however. but little altered and the cedema not materially diminished. The abdomen and scrotuni were again tense.
With the idea that the increased urinary output miiight have been due partly to the operation, it was decided to decapsulate the left kidney. Accordingly, on April 5, 1922, seven weeks after the first operation, a second operation was performed by Mr. Gwynne AVilliamis. The kidney and its capsule were normal in appearance and size: the capsule, which was not tense, was slit and retracted: the peritoneal cavity was opened and several pints of milky fluid like that at the first operation were removed. The intestines were pale but otherwise normal. For the next twvo days the quantity of urine dropped to 700 c.c., albumiiin still being present. On the third day the urine rose again to 1,350 c.c., but after that it steadily decreased in amount and the cedema reaccumulated. Three weeks after the operation an attempt was made to reduce the oedema by giving him less to drink (only about 1pints daily), salt-free diet, purgatives and theocin sod. acet. 4 gr., tr. digitalis 7 iniinims, and sod. sulph. 15 gr. t.d.s.: the increasing oliguria could not be stayed.
On April 27 the blood-urea had risen to 48 ing. in 100 c.c. The abdomen was now very distended again and vomiting started. On May 9 everything else having failed to relieve the cedema it was considered justifiable to insert Southey's tubes into his feet. which was done with scrupulous aseptic precautions. A very large quantity of fluid was drained off (4 pints on the first day). The abdominal distension, which was partly gaseous, was not relieved. The chlorides in the urine were distinctly diminished.
After a few days the feet becam-ie red and painfnl : the temperature dropped to 960 F.; the blood-pressure, which had been 132 miii. Hg on admission, soon dropping to 120 imim. where it remained, now fell to 90 mm., and he became drowsy and sometimes seniii-comatose. On May 30 his blood-urea had risen to 63 mg. in 100 c.c. The albumin in his urine on June 1 was 0 5 per cent., on June 2, 1'25 per cent., and on June 3, 2-5 per cent. He was now somnolent, often sick, and there was evidence of cellulitis in the legs. He diedl on Junie .5. Externally a few petechiae were seen on the arms. Incisions into the dorsa of the feet showed the cellular tissues to be distended with pus. Heart was small, only 5' oz. in weight, and atrophic. The heart muscle was dark brown. A few patches of atheroma were seen in the aorta and coronary arteries. Lungs, &c.: Each pleural sac contained about 6 oz. of clear fluid: scattered fibrous adhesions on both sides. The lungs were congested and cedematous. Peritoneal cavity contained a large quantity of turbid ascitic fluid; considerable flakes of fibrinous exudate on the peritoneal surface. Intestines: Sigmoid colon contracted, apparently by thickening of bowel walls; milucous membrane showed slaty-grey patches, and was cedematous and congested; no ulceration or evident scarring; the affected area was sharply marked off from the contiguous normal gut.
Kidneys: The left kidney, normal in size, was removed and injected with preservative fluid soon after death. The right kidney, of normial size and weighing 5 oz., was not inijected with preservative fluid; the surface was smooth anld rather pale; the cortex and medulla were normal, and so were the vessels. (2) Section of right kidnely, piece being removed at the post-mortem examination,. the organ not having been injected with preservative fluid: (a) All acute changes above (3) Section of left kidney, piece being removed at the post-mortem examination, the organ having been injected with preservative fluid very soon after death: The microscopic details of this kidney were identical with those met with in the right kidney (see (2) above), no acute cloudy swelling or necrosis being visible in the tubular epithelium. The autolytic changes were minimal.
Summary.-The sections of the piece of kidney removed during life showed slight but definite changes, such as could be produced by some toxic agent arriving by the blood-stream. The sections of the pieces removed after death only showed the slight chronic changes met with in the sections of the piece removled during life, and were very little different in appearance from those of a norma.l kidney." Comment on the Case. This man died from an illness, the symptoms of which were typically thosewhich have been attributed to " chronic parenchymatous nephritis "; but his kidneys were found at the post-mortem examination both to be normal macroscopically and practically normal microscopically. His actual death was perhaps due to or hastened by the infection which followed insertion of Southey's tubes, but he was steadily progressing to the inevitable end before the use of these was reluctantly resorted to. The section from the piece of right kidney taken during life at the first decapsulation operation showed some parenchymatous changes of an apparently acute nature. As the right kidney showed none of these appearances at the post-mortem examination, decap-sulation may have restored the kidney, but did not improve the pre-renal toxemia.
I am forced to the conclusion (unless in such cases one thrusts aside as valueless all microscopical evidenice of the presence or absence of disease) that this long, insidious and fatal illness was not accounted for primarily by the state of his kidneys. The heart was very small and in a condition of brown atrophy; this organ, therefore, though the condition of brown atrophy is always looked upon as a secondary phenomenon and not a primary morbus cordis sti generis, actually showed considerably more evidence of disease than the kidneys. Even supposing the kidneys had shown parenchymatous changes at the post-mortem examination, there would be no more reason for considering the kidney degeneration primary than that of the heart. Incidentally, it must be remembered that there were no signs of renal inefficiency during the earlier and greater part of his illness, except oliguria (which occurs in heart disease), albuminuria (which occurs in 6 per cent. of healthy adults), and diminished excretion of chlorides (which occurs also in fevers, especially pneumonia, and is not incontestably the result of damaged kidneys). Furthermore, the cedema is not easy to explain as due entirely to the retention of chlorides, since cedema is not a feature of pneumonia, and does not even occur in obstructive suppression of urine or after removal of the only kidney. It is of great importance to note that, although towards the end of his illness the kidneys were only slightly damaged or possibly not at all, the blood-urea rose, so that an abnormally large amount of urea may be present in the blood with but slight or no changes in the kidneys. It would, therefore, seem as if this man's illness were due to some prerenal poison which caused exudation into the tissues, and incidentally damaged some of the tubules of the right kidney, but these latter had recovered by the time the man died. I wish to thank Dr. Batty Shaw and Mr. Gwynne Williams for kindly allowing me to make use of their case reports, and Mr. Lawrence for his description of the microscopical sections.
Mr. D. LEIGHTON DAVIES (Cardiff). I suppose the majority of ophthalmic surgeons will agree that there is a distinct clinical difference between a hwemorrhagic retinitis due to, or associated with, marked arterio-sclerosis on the one hand, and a retinitis due to or associated with albuminuria on the other. On the one hand we see a fundus in which the disc has a deep brick-red colour, with round, irregular or flameshaped hmorrhages scattered about the retina, but mostly somewhere in the neighbourhood of the blood-vessels; (it may be also that near these same vessels a few small white spots can be seen); arteries glistening and rather tortuous, and perhaps uneven in calibre, whilst the veins are full. Such is the clinical picture of a retinitis associated with arterio-sclerosis.
On the other hand we have a fundus, of which the disc is perhaps of a pink colour and the edges tend to be a little feathery; a few hmorrhages may be scattered about, but the striking feature consists in the patches of white exudate large or small, irregular in shape and distribution, or arranged symmetrically about the macula: such is the picture of an albuminuric retinitis, so-called. But not infrequently we meet with cases which are not only difficult to place, but which, while resembling one or another of these two clinical types, are the result of some totally different cause.
Again, these two clinical groups are quite distinct in the significance which they bear with respect to the prognosis of life. In the case of the arteriosclerotic type we know quite well that the expectation of life is much greater than in the albuminuric type.
In face of all these considerations I really cannot see that the views enunciated by Dr. Batty Shaw are in any way helpful in the differentiation or prognosis of arterio-sclerotic and renal retinitis. In effect he says that arteriosclerotic and renal retinitis cannot be differentiated. Let us assume for a moment that the arterio-sclerosis and the nephritis are but different aspects or results of some hypothetical toxaemia, as indeed they may be. In one person this toxa3mia produces an arterio-sclerosis, in another a nephritis. Or again, it may be assumed that one form of toxmrnia is responsible for the arterio-sclerosis and another toxin lies at the root of the nephritis. But whatever may be the originating cause, they have at any rate produced two entirely diff'erent clinical varieties (I use the word clinical advisedly, as opposed to pathological), each of which has its own prognostic significance. And this, again, is in consonance with what we know of other forms of toxawmia, such, for instance, as infections produced by the pneumococcus. At one time it may produce a pneumonia, at another time a meningitis or, again, a synovitis. So that although we have a common origin, yet we have widely differing clinical pictures, each having different prognostic significance.
I will now refer to one aspect of arterio-sclerotic retinitis which has already been touched upon, the relationship between sclerosis of the retinal vessels and the condition of the vessels supplying the brain. A few years ago I read somewhere that the cerebral vessels may be distinctly atheromatous without degeneration showing itself in the retinal vessels. This led me to make a systematic examination of a number of cases of hemiplegia due to cerebral arterial disease, with a view to confirming or disproving this statement. This investigation was, unfortunately, interrupted by the war, and I have not had the opportunitv of taking it up again. Of fifteen genuine cases of apoplexy which I examined, nine cases showed marked arterio-sclerosis, the most marked being in a female aged 41, who had a systolic blood-pressure of 230 mm. Hg and a trace of albumin in a urine of low specific gravity, together with hamorrhagic retinitis. In four cases the signs of retinal arterio-sclerosis were slight, whilst in two cases the arteries appeared to be perfectly normal. One of these cases was that of a woman aged 45 who had been hemiplegic for three years, in whom the blood-pressure was only 160 mm. Hg (D. 120). The other case was that of an old man aged 71 who had had a stroke one year previously, and whose blood-pressure was only 160 mm. Hg (D. 110) . But what is more germane to this discussion was the fact that out of these fifteen cases onlv one patient showed hamorrhagic retinitis, the case already alluded to. Of course one has seen many cases of haemorrhagic retinitis which have been followed by stroke at varying periods. I have not been able to gather all my cases together, for these fifteen cases represent only workhouse patients and inmates. It would, however, be interesting to know what is the frequency with which hemorrhagic retinitis can be found in cases of cerebral apoplexy, and their relationship to the blood-pressure.
Mr. M. S. MAYOU exhibited a series of pathological slides showing the various changes in the retinal vessels together with the different forms of exudation into the various parts of the retina. He raised only one point in the discussion-that of nomenclature. It was proposed to manufacture a new term: arterio-sclerotic retinitis. Pathologically, it was not a retinitis, but a degeneration, and if a new term was introduced, care should be taken that it was a correct one, e.g., vascular sclerotic degeneration of the retina.
Dr. G. NEWTON PITT (President of the Section of Medicine) said it was very essential in the discussion of this question to draw attention to what bad been pointed out years ago; that the vascular changes which took place in the aorta, in the small vessels, and in the arterioles were quite independent, each of the others. Though one set of vessels might be diseased it did not necessarily follow that all vessels were affected. There was a tendency to assume that, in cerebral haemorrhage, for example, there was an association with arterio-sclerosis. But when examining cases post mortem, one found that there were a large number of cases of cerebral hbemorrhage in which the arteries, including the middle cerebral, did not show extensive disease. It was true that where there was extensive disease of arterioles there was more likely to be disease in the middle-sized arteries as well than if the arterioles were healthy; but the diseases of the two were distinct, and the presence of one did not justify a presupposition of the existence of the other. That was a very important consideration, because the same applied in regard to the kidney changes in cases of cerebral hemorrhage. The number of cases of cerebral. hemorrhage which had also marked interstitial nephritis was very moderate, or comparatively so, though statistics varied as to the exact proportion, continental figures being lower than our own. What he wished particularly to insist upon was, that arterio-sclerosis must not be definitely correlated with cerebral hmorrhage: though they might co-exist in the same patient, they should be regarded as separate entities.
The same applied to the retina; its vessels corresponded closely in size to those from which cerebral heemorrhage occurred and were the only ones open to inspection which gave an indication of the condition of the walls of the arterioles in the brain. The figures Dr. Ellis gave at the first meeting on this subject showed that, taking the early cases of retinitis in which there was no evidence of inefficient kidney function and no excess of blood urea and in which the kidney functions were fairly good, the majority of the patients died of cerebral hbemorrhage. The cases having excessive blood urea and evidence of very inefficient kidneys were more likelysto die of uroemia. What was required to be known was, the relation between cases in which there was death from cerebral hmorrhage and those in which death occurred with retinal changes. At present, very few figtures on the subject were available, as in the wards the retinae were not systematically examined.
Whilst there were cases in which one felt that the retinal change indicated renal change, there surely must be many cases in which, to a physician, it was doubtful whether one was to look upon the change as vascular, or as renal. What was the experience of ophthalmologists on this point ? Did they claim that the two were quite distinct? There were some cases which were definite, but there were a large number of cases with retinitis in which one would not like to say what was the state of the blood urea or the condition of the kidney, without making further examination.
The occurrence of cerebral softening and cerebral haemorrhage in these retinal cases raised this question: Were the lesions due to rupture of a minute vessel, or to a thrombosis? When a vessel was thrombosed there was an infarct, and in many of the cases in which a small vessel was blocked there were present the conditions for a small extravasation of blood just as much as if the vessel had actually ruptured. When a small retinal htemorrhage occurred, he was therefore not at all sure that this indicated the rupture of a vessel. In many cases such haemorrhages were more indicative of thrombosis.
There was no doubt that the prognosis of the conditions was distinct. Where there were retinal changes with distinct evidence of kidney inefficiency, the prognosis was infinitely more grave than when retinal hemorrhages occurred and the kidneys were efficient. Personally, he would be much more inclined to base his prognosis on the condition of the blood urea and the kidney efficiency than simply on the appearances in the retina.
A very small proportion of cases with fatal urtnmia due to interstitial nephritis showed retinal changes, and in the most extreme forms of the lesion often no retinitis developed. What was the additional factor which determined that in a small proportion there should be retinal changes, and in the majority not ? There were not sufficient data available for forming a definite conclusion as to this; but merely to assume that there was a toxic condition which had produced fatal nephritis did not sufficiently explain the fact that only in a small proportion of the cases would there be this retinal change.
With regard to the blood-pressure: he did not think it followed that if theie were arterio-sclerotic changes in the middle-sized arteries, the pressure in the capillaries and the arterioles was necessarily raised. In many of the cases having arterio-sclerotic vessels it was a question whether the tissues were not suffering from too low rather than from too high a pressure. And there was much evidence favouring the view that these conditions were due to defective nutrition, and that it was a cutting off the blood supply which caused exudations, as well as small heemorrhages.
Dr. A. FEILING
said the remarks he would make were based essentially on the study of thirty cases in the last eighteen months, and they had been observed from the point of view of the physician, not from that of minute changes in the fundus oculi. All those thirty cases were referred to him by his ophthalmic colleagues, and all sought advice in the first instance because of failure of vision, not for symptoms referred to any other system of the body. For this discussion, he tried to divide the cases into those which he would call arterio-sclerotic, and those he would designate renal. In the majority he found it fairly easy, on clinical grounds, to do so. The clinical symptoms he took for differentiation were: (1) A history of any definite attack of acute nephritis; (2) the persistent presence of large amounts of protein in the urine; (3) the presence of wellmarked aedema. Cases presenting all those characteristics he classified provisionally as renal. And when the cases were followed into detail, they all corresponded to the renal group, to which Mr. Foster Moore drew attention.
Of the thirty cases, he classified onlv five as renal--three males, two females. The average age was 43'8 years, and all had well-marked bilateral retinitis. One had had nephritis during the war, i.e., in 1918, and was for nine months in hospital before he was considered well enough to be discharged. The second patient said he was in a London hospital under Dr. Pavy twenty years ago for acute nephritis. In the other three he was unable to get a definite history of acute renal disease, yet he did not think anyone would hesitate to cla,ss them as renal. Of the renal cases, the average systolic blood-pressure was 235 mm., and the diastolic pressure 135.
In the group he called arterio-sclerotic, there were several points of difference which were of great interest. Their average age was 63 3 years, which was in contrast with 43 8 years in the renal group, and fifteen of the twentyfive were females. Of the twenty-five, 60 per cent. had the retinitis unilaterally. The average systolic pressure was 214, the diastolic 118. In both groups there was high arterial blood-pressure, well-marked thickening of the accessible arteries, and, generally, some hypertrophy of the heart which was evident upon examination by ordinary clinical methods.
After discussing various hypotheses, illustrated from his own experience, Dr. Feiling concluded that there should be hesitation about adopting any new nomenclature in these conditions; the toxic idea was only at present based on theory, and to adopt the suggested new nomenclature implied the risk of shutting one's eyes to other causes, such as the mechanical one.
Mr. J. HERBERT FISHER.
Referring to Dr. Batty Shaw's opening address, I was particularly interested in his advocacy of the substitution of such terms as " minimal and maximal toxic retinitis " for arterio-sclerotic and renal retinitis. In 1915 I read a paper before the Section of Ophthalmology on the retinitis of pregnancy, in which I advocated the use of the term " toxaemic retinitis of pregnancy "' instead of albuminuric retinitis of pregnancy. After all, we are in the midst of a discussion, and some nomenclature has to be adopted unless our efforts are to come to an abrupt conclusion. The obstetrician has advanced reasons for believing that the pathological vomiting of pregnancy, eclampsia, acute yellow atrophy of liver and the necrotic changes of the kidney cortex that accompany the albuminuria of pregnancy are due to a toxin, and has suggested that the toxin may be produced by perverted katabolic processes in the syncytium cells shed from the chorionic villi at the placental site into the maternal circulation. In all the various organs liable to attack, the stress of the lesions is upon the blood-vessels, and hamorrhages in consequence are a conspicuous feature;
and it seems at least reasonable to infer that the fulminating lesions in the retina in these cases accompanied by exudates, haemorrhages and oedema, are due to the same cause, and that in considering this variety of retinitis at any rate we are getting pretty close on the scent of the nature and source of the toxa3mia.
At the other end of the scale it seems legitimate to take a glance at a variety of retinitis in which the natural changes of advancing years produce such alterations in the coats of the blood-vessels of the retina that exudates in the retina, based on hawmorrhage, result; I refer to retinitis circinata-a disease of the later years of life-so chronic in character that its explanation on the basis of the altered condition of the arterial tunics seems to fulfil every requiremeiit without invoking any conception of an absorption toxawmia. Nearly twenty years ago I brought before the Ophthalmological Society' a boy, 13 years of age, who after acute rheumatism eight years earlier had developed cardiac disease, and showed multiple aneurysmal dilatations on some of his retinal arteries, clearly indicating very advanced changes in the arterial walls; in his retina he presented an appearance of glistening exudate entirely comparable to the senile cases of retinitis circinata. More recently, at a combined I Proceeditng8, 1915, viii (Sect. Ophth.), pp. 127-148. 2 Trans. Ophth. Soc. Lond., 1903, xxiii, p. 73. discussion on "Diabetic Retinitis," a striking fact was confirmed, viz.: that diabetic retinitis was rarely manifested in the most serious and fatal cases of diabetes which attacked patients in the first half of life, while it was frequent in the less serious cases of glycosuria occurring in the later half of life. It would appear that the toxwmia was most intense in the cases in which retinitis failed to manifest itself, and it was generally agreed that the milder toxaemia of the other group was capable of producing the retinal changes by reason of the sclerotic changes in the blood-vessel coats which had resulted from advancing years.
Most of the speakers in the present discussion have agreed that there is an arterio-sclerotic retinitis, as well as the more f'amiliar retinitis, which, for the moment at any rate, we must still designate as an albuminuric or a renal retinitis, and for the most part they are agreed that it is not in many instances possible to distinguish absolutely, from the ophthalmoscopic appearances, between the one and the other. Dr. Batty Shaw inclines to the view that whether albuminuria be present or absent the cause is a toxaemia. It has been shown that in one group of cases in which the kidney functions well the prognosis for life is by no means so dismal as in the other. As an alternative to Dr. Batty Shaw's view, it has been suggested in the course of the discussion that in the unfavourable cases interstitial fibrosis of the kidney initiated by. some acute nephritis is the primary disorder, and that the cardiac hypertrophy, with the resulting arterial thickenings, is a compensatory phenomenon, and assists the impaired renal tissue to function, though still indifferently; while in the cases which are arterio-sclerotic and attributable to some form of as yet unrecognized toxcemia, the cardiac hypertrophy must necessarily follow to drive the blood-stream against the increased resistance, but, that with this assistance, a reasonably sound kidney still functions well and serves an admirable purpose by eliminating the toxins from the blood. Dr. Batty Shaw appears to incline to the view that the toxin is likely to be the same but of different intensity in the two varieties of disorder, both of which are capable of producing retinal changes, and these changes to a large extent indistinguishable. Such a view seems to derive some support from the fact that though life may be much more prolonged in the cases in which there is no albuminuria, yet the causes of death, when it comes, are at any rate in many instances identical with those which produce death in a comparatively few months after retinitis develops in the presence of kidney insufficiency. If we accept the toxic explanation of both varieties, it appears reasonable to expect that in the arterio-sclerotic cases with efficient kidneys, the toxin should be found abundantly in the urine, but in low concentration in the blood; while in the albuminuric cases, where elimination of the toxin by the kidney is impeded, the toxin should be found in concentration in the blood, but sparsely in the urine. Might it be that comparative records of analysis of blood and urine in the two classes of cases by chemical pathologists will put us on the track of a toxin which at present is hypothetical ? It appears, therefore, to me that in the retinitis of pregnancy we have a manifestation which is typically toxtmic in origin; that retinitis circinata affords an example of a retinitis with hemorrhages dependent on sclerosis of retinal vessels; that in diabetic retinitis we see the effects on the retina of specific chemical toxins capable of operating only in the presence of those changes in the walls of the blood-vessels which are common to all mankind as age increases. That in arterio-sclerotic retinitis and in so-called'renalretinitis
we have yet to discover a toxin, which quite probably may be common to both, Harford: Arterio-sclerosis and Renal Disease and which is in greater intensity in the blood and body tissues and likely therefore to prove destructive to life at an early date only if the kidney is impaired in its function as an organ of elimination.
Dr. C. F. HARFORD. It seems to be clear from the introductory paper of Dr. Batty Shaw and from subsequent speakers that there is no such close relation between changes in the retina and disease in the kidneys as common tradition has sketched for us, This being so, it is our plain duty to review this subject from every point of view and in the meantime we should refrain from giving the grave prognosis which has previously been suggested, as we may by this very act be accelerating the fatal issue which we desire to avoid.
It would have been most instructive if Mr. Foster Moore could have given us a series of pictures of the fundus in cases which he describes as arteriosclerosis and those which he refers to as renal retinitis. These would have afforded us an opportunity of considering anew whether the appearances in the two classes of cases could be regarded as distinctive apart from the clinical picture presented by the physician. He (Mr. Foster Moore) has told us that the signs which he describes as due to arterio-sclerosis cannot be looked upon as pathognomonic. Should we not be right to conclude from this that the appearances in question are common to many forms of disease which give rise to changes in the peripheral part of the vascular system, such as in the kidney and in the retina, each of which possesses a highly specialized arrangement of its terminal vessels ? It will be noted that I have not referred here to cardiovascular changes, for the questions of high blood-pressure and the like involve quite a different aspect of the case. Dr. Ellis, with his interesting series of cases, has afforded us valuable material for thought, as he has given us the benefit of the most recent methods of testing renal efficiency. I will quote here a passage from the paper by Professor Hugh MacLean, delivered at the annual meeting of the British Medical Association, published in the British Medical Journal for December 2, 1922, relating to cardiovascular changes and its effect on prognosis:
"There are many subjects who show but little evidence of marked cardio-vascular changes, but in whom the renal system is hopelessly inefficient. Conversely, it is not uncommon to find patients with very marked cardio-vascular changes in whom but little evidence of renal disease can be ascertained. These points nmust always be taken into consideration in estimating prognosis, for, in a general way, apart from such accidents as cerebral haenorrhage, the outlook in a patient with high blood-pressure is not so bad if the kidneys are efficient, Indeed, such patients may enjoy comparatively good health for many years, even with a blood-pressure as high as 200 mm. mercury or even more. This observation explains the curious cases one occasionally finds quoted in the literature, in which a history of high blood-pressure of 250 or over, frequently associated with retinitis and other eye changes, was not incompatible with the enjoyment of fairly good health for several years."
The conclusion to be deduced from these researches may be best expressed in the words of my old teacher, Sir Michael Foster, when he had come to an end of his lecture on some fascinating physiological problem, told with convincing force: "The matter is not yet ripe for any dogmatic statement." In spite of this we still continue to use that most dangerous weapon of prophecy, which we designate prognosis, in order to foretell the year if not the date of a man's death. Some of us have been in touch with primitive races among whom the emotions have more than ordinary influence, and we know that the mere expectation of death in many cases is sufficient to produce this result. This condition is not unknown in human life nearer home and it should prescribe to us supreme caution in the statements which we make in public or in the secrecy of our consulting rooms. This brings me to the chief personal contribution which I can make to the discussion on this subject, mainly from my recent studies in the psychological aspects of health and disease. A year ago I wrote a paper for the International Ophthalmological Congress at Washington, which was presented there in April last, on " Psychopathology in its Relation to Ophthalmic Practice," and in this I drew attention to the close connexion between diseases of the eye and those which were looked upon chiefly as psychical disorders. Since then I have been developing the hints which I then put forward in many directions. I propose to make two suggestions bearing upon the present discussion in the hope that they may serve as a fruitful germ of thought to others. (1) The element of cardio-vascular disturbance is one of the essential factors in the fatal termination in cases such as those we are considering. Without taking special account of the precise effect upon the pulse or the blood-pressure of what we may call an emotional trauma, we are all of us aware of the disastrous results of a condition of panic or passion. The blanching of the skin of the face in the one case and the reddening in the other indicate the effect on the peripheral circulation of these emotions, which may be associated with violent physical manifestations. Thus in the case of panic there may be a state akin to temporary paralysis, or in passion violent muscular tremors. These may be said to be attributable to an element of fear, which it is the duty of the psychologist to investigate. -It is contended that phobias of varying amount are an essential element in advanced cases of renal disease or other serious illnesses with a reputation for incurability, especially when the severity of the case appears to be indicated by ocular complications; and this needs to be borne in mind.
(2) With regard to the changes in the peripheral circulation, let me assume that Dr. Batty Shaw's hypothesis is correct, and that we are dealing with a toxic process affecting both the kidneys and the retina. The problem which is always before us is the explanation of the selective action of various toxins producing changes in the various vital organs. A great deal of evidence is available to prove the profound influence of suggestion or auto-suggestion upon local inflammation and vascular disturbances, especially of the skin. It is contended that this is due to the effect upon the peripheral circulation of psychical processes acting through the medium of the nervous and circulatory mechanism, and that suggestions of an unfavourable kind tend to produce morbid vascular changes. It is impossible in a contribution to a discussion to do more than suggest the lines upon which inquiry might be conducted, and it is earnestly hoped that the teaching of modern psychology may be considered in its relation to these obscure problems of pathology.
Dr. BATTY SHAW (in reply) (read by Dr. IZOD BENNETT).
This discussion has been fruitful in at least one direction, viz., that it has given an opportunity for a statement of claim to those who believe that there is a something behind arterio-sclerosis which is not only responsible for the occurrence of arterio-sclerosis, but which is independently responsible for other changes such as those met with in the retina when the blood-vessels of that tissue are altered and for similar changes in the retina when such vascular change is slight or quite absent; and we must hope that impetus may be given to those who would look for some agent responsible for both, in the blood circulating within the vessels.
Important as the result of discussion is, it is but a part of a much larger question, for all that has been said against the view that arterial disease is responsible for so-called arterio-sclerotic retinitis may be equally urged against the view that the contracted kidney is responsible for what is known as uraemia. It will have struck other members of this audience that with the exception of five cases out of the twenty-seven tabulated by Mr. Foster Moore, in which no blood-pressure readings vere made, there was only one patient in whom the blood-pressure was not raised above 150 mm. of mercury, i.e., bloodpressure was raised in 97 per cent. of the cases. If we believe that the rise of blood-pressure may result from the occlusion of the lumen of arteries by endarteritis which has gradually developed and become universal, the occurrence of hyperpiesis is readily explained, but as I have pointed out, this obliterative disease of the arteries must be capable of running an unexplainably fugitive and recurrent course, or we should not see the rapid falls of bloodpressure or the equally rapid rises of blood-pressure I have figured. If we believe, as we must be asked to do, that hyperpiesis can result from obliterative disease of only a part of the arterial tree-for all of Mr. Foster Moore's cases of arterio-sclerotic retinitis were free from the suspicion that the renal arteries at any rate were so diseased as to produce renal disease-we must re-write the physiology of the vasomotor system. At present we know that if the arterial system of such a large tract as one leg is blocked by ligature at amputation, the blood-pressure of the rest of the arterial tree is not raised; adjustment is made in the vasomotor system and the blood-pressure of the rest of the body remains normal, as observation has shown. It seems to me that the large proportion of Mr. Foster Moore's cases show hyperpiesis because there is some pressor body, or bodies, circulating in the blood-stream.
Dr. Hawthorne objects to the use of qualifications such as " arteriosclerotic," "renal," or " toxic," on the ground that the problems underlying this nomenclature have not yet been solved; but I think it is apparent to all of us that there is little advantage in speaking of retinitis occurring in arteriosclerosis and retinitis occurring in renal disease, or in toxmemia, for we know that authorities would still believe that there were retinal changes met with in arterio-sclerosis entirely dependent upon the arterio-sclerosis-a view so ably presented by Mr. Foster Moore, and if we speak of retinitis present in renal disease we should perpetuate the belief that even in these cases the renal disease actually causes the mischief. If Dr. Hawthorne hesitates to accept my view that a pre-renal toxaemia is responsible for both the arterial change and for the retinal change, directly in both cases, on the ground that no one has yet demonstrated the presence of such agencies, I would suggest instead of the term " toxic retinitis," " hyperpiesic retinitis," for hyperpiesis was present in nearly all of Mr. Foster Moore's cases of so-called arterio-sclerotic retinitis: and I can state that in eleven cases which formed part of my recent study, retinitis was present and they were all cases of hyperpiesis. I have given reasons elsewhere why I think such great confusion has arisen in the symptomatology of renal disease, and have tried to show how all such difficulties could be resolved if, instead of expecting to find regularly a well-defined picture of kidney disease behind each well-defined clinical picture,
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Foster Moore: Arterio-sclerosis and Renal Disease I was very glad to find Dr. Gaskell so emphatic in his belief in a primary disease of the vessels as quite distinct from renal disease. I do not hesitate to agree with Mr. Leighton Davies that arterio-sclerotic retinitis cannot in all cases be sharply differentiated from renal retinitis. I thought I had protected myself against Mr. Mayou's criticism by pointing out that I was using the term " retinitis" in the sense that it is used in renal and diabetic retinitis; it is not a good term, but it is hallowed by long usage, and would, I fear, be difficult to dislodge; I wish Mr. Mayou would supply us with a better term-it is badly needed.
With regard to Dr. Newton Pitt's remarks, I do not think the heemorrhages are due to the lodgment of emboli; they are different in type from the haemorrhages which are so frequent in the retina in infective endocarditis, and which I presume are indeed due to emboli.
I was glad to hear that Dr. Feiling found, in agreement with my own figures, that 60 per cent. of his cases of retinitis in arterio-sclerosis were unilateral; this alone is surely a fact which weighs heavily against the view that toxeemia is the direct cause of the retinitis; he mentions that fifteen of his twenty-five cases were in females; this preponderance of females has been commented upon by Nettleship, Gunn and Adams and the fact of its occurrence is borne out by my own cases.
Retinal detachments are not rare in severe renal retinitis if they are specifically looked for up to the time of death; I refer to extensive bilateral detachments, and not to a collection of exudate under the retina which is of still more frequent occurrence in histological specimens, but is not to be made out with certainty by the ophthalmoscope. These conspicuous detachments are often overlooked from the fact that the physician, having ascertained the existence of retinitis, does not always continue with periodic examinations up to the time of death; I have seen two of these cases within the last six months, and was able to collect thirteen of them in two years at St. Bartholomew's Hospital.
